Kasuboski and Marshall (2) described a similar program for third year medical students on an inpatient unit at the University Hospital, University of Wisconsin Medical School, and concluded that: "Staff impressions are wholly supportive of the idea that students are capable of assuming major clinical responsibility for patients much earlier than they have in traditional programs." They also noted that: "The obvious increases in student competence, self-esteem and enthusiasm have been especially rewarding .... " Miles, Maurice and Krell (9) reported a student ward program at the University of British Columbia and concluded that: " ...fourth-year medical students are capable of assuming a major clinical responsibility and performing in an effective manner on an inpatient psychiatric unit" and were also impressed with the enthusiasm, commitment and competence of the students.
These initial reports (2, 9, 10) of. the student ward model were essentially descriptive, and the conclusions in large part impressionistic. Maurice, Klonoff and Miles, et al, (6) , using a variety of test materials, assessed the students' knowledge, attitudes, personality attributes and expectations at the beginning and end of the eight-week rotation and noted significant positive changes in these areas.
The effectiveness of the student therapist on the patient has, however, been a relatively neglected area. Despite the obvious advantages to the student of increased 467 One of the major current trends in undergraduate medical education is in the direction of increased clinical responsibility. In undergraduate clinical psychiatric teaching, this trend has manifested itself in the development of the 'student ward' concept (2, 9, 10) . Essentially, these are psychiatric inpatient units where, under supervision, senior medical students function as the sole primary physicians. The initial reports of this type of clinical clerkship program have been positive. Miller and Lenkoski (10) described a student ward program at the Cleveland Psychiatric Institute involving third year medical students on a two-month block time clerkship and concluded:
"The student has been asked to assume responsibility early in his medical education and has responded well. What is more, it is felt that this responsibility has encouraged active learning. The student senses an immediacy in the learning situation and realizes that his responsibility to learn affects not just his own career or his teacher's opinion of him, but rather the needs of a patient who depends on him for care." clinical responsibility, this approach would be difficult to justify at the expense of the patient being the potential recipient of inferior treatment. The available literature regarding the effectiveness of the student therapist is sparse and relates mainly to outpatient psychotherapy (I, 5, 11) of psychoneurotic patients. These uncontrolled studies showed that senior medical students were able to induce symptomatic change in a brief psychotherapy approach with psychiatric outpatients. For the student ward model, the only reference to treatment outcome is by Miller and Lenkoski (10) who reviewed 156 discharge summaries and noted:
"The average length of stay was 30.7 days. Most of the patients (114) were rated as improved at discharge, 13 slightly improved, and 29 unchanged. As might be expected, the most common primary discharge diagnosis was schizophrenia (SO), with depressive neurosis second (47) and personality disorders third (36)." Because of the seeming potential of the student ward model of undergraduate clinical teaching in psychiatry, it would seem that the effect on the patients involved is of vital significance. This paper is a controlled outcome study, comparing the effectiveness of medical students in the student ward setting with that of psychiatric residents and certified psychiatrists on the two other inpatient units in the same hospital.
Method
This study took place in the Health Sciences Centre Hospital, Department of Psychiatry, University of British Columbia. The hospital has three 22-bed inpatient units, oriented to the treatment of acute psychiatric disorders. The orientation is eclectic, with minimal use of physical treatment and extensive use of medication, marital and family therapy in a milieu context. Ward A, the student ward, has five fourth-year students on eight-week block time rotations as the primary physicians. Supervision is provided by a resident and clinical supervisor. Integrated into the program is one day per week in child psychiatry (4) . The primary therapists for Wards Band C are mainly residents in varying stages of training, although a minority of patients are attended by two certified psychiatrists, as well as nonmedical professionals (psychologists, nurses and social workers). The treatment philosophy and therapeutic approach on all three wards is essentially the same. Admission to the wards occurs randomly, based on bed vacancy.
This study was made possible because of an existing research project at the Health Sciences Centre Hospital utilizing the problem oriented medical record (POMR) as a basis for treatment evaluation (7) . The patients selected for this project were interviewed within a week of admission by a staff member of the project, a ward nurse, and the primary therapist, and a POMR problems index was generated to form the data base for follow-up. At the time of discharge, the patient rated changes in the problem index on a five-point scale (much worse, somewhat worse, unchanged, somewhat improved, much improved) for each identified problem (8) .
Three months after discharge the. patient was again requested to rate changes in the problem index, and at this time independent ratings of the same problem index were requested from the patient's 'significant others' and the patient's family physician or private psychiatrist.
For this particular study, 60 patients from Ward A (student ward) were matched for sex, age (to the decade), primary diagnosis, number of previous admissions and marital status, with 60 patients from Wards Band C and the change ratings of the problem indices at discharge and three months follow-up were compared. Patient characteristics are outlined in Table I . There was, in addition, no significant difference between the two groups in occupational level, occupational stability, distance of the patient's residence from the hospital, residential stability, educational level or referral source. Despite the variety of problems defined, it was possible to categorize them into 13 major areas, for example, sleeping difficulty, family/marital discord and so on. There was no significant difference between the matched groups in the frequency of problems in the various categories.
Only those patients from Wards Band C who had had either a resident or certified psychiatrist as a primary therapist were included. For the duration of this study, 60 fourth-year medical students rotated through Ward A on eight-week rotations, and 15 first-year residents, three secondyear residents, two third-year residents and five fourth-year residents rotated through Wards Band C on six-month rotations. The two certified psychiatrists were present throughout.
Results
Of the 60 patients from Ward A, four (6.6 percent) were readmitted within three months of discharge. For Wards Band C, nine (I5 percent) of the patients required readmission in this period. These patients were omitted from the study.
Tables II to V indicate the changes in the problem indices at the time of discharge as rated by the patient, and at three months as rated by the patient, significant other and follow-up professional. These data were subject to analyses of variance to evaluate any potential significant differences. No statistically significant differences (p<.05 or beyond) were identified. There are a number of missing cases at both stages of evaluation not unexpected in this type of follow-up study. There were only several direct refusals. Missing cases at the time of discharge (Table II) usually related to poor liaison between the clinical and research staff concerning discharge dates. At the three-months follow-up (Table  III) , a proportion of patients were unavailable due to such factors as change of address and vacations. Some patients had no significant others, or follow-up professional, for the three-months follow-up (Tables IV and V) . There is no reason to believe that the missing cases represent a systematic bias.
As noted from Tables II, III, IV and V, there is no significant difference in the mean rating change between patients from Ward A, where the medical students were the primary physicians, and patients attended by residents or certified psychiatrists from Wards Band C, as rated by the patients at the time of discharge, and by the patients, their significant others and attending professionals at the three monthsfollow-up. The means both at discharge and at three months follow-up ranged between the upper limits of 'somewhat improved' and the lower limits of 'much improved'. This level of improvement in presenting problems is consistent with the findings of Klonoff and Cox (3) who reported on patients at the Health Sciences Centre Hospital using the problem-oriented format, and patient and therapist ratings of change at discharge and one week and three-months follow-up intervals. The fact that results were more obtainable from Ward A patients and their significant others (see Tables II, III and IV) could be interpreted as evidence that they had had a more positive experience during their hospitalization and were thus more cooperative. However, the differences are minimal, and may well reflect other factors. The smaller number of readmissions within the three-months follow-up period from Ward A (four patients) compared to Wards Band C (nine patients) is noteworthy. Had these patients been included in the study, the results would be biased in favour of WardA.
Discussion
From this study it is only possible to conclude that the medical students were as effective or ineffective as the residents and certified psychiatrists. The obvious question then is whether these groups of therapists have been successful or unsuccessful in their therapeutic task. The data show that the patients at both discharge and three-month follow-up, were improved. The question remains: Was it because of the therapists or in spite of them? This question cannot be answered by this study. A no treatment control group would be required which is logistically extremely difficult, or a sophisticated treatment comparison investigation in which exposure to treatment is carefully controlled and where the treatment modalities are distinctly different. But if it is assumed that the psychiatric residents in this study facilitated therapeutic improvement in psychiatric patients, it can be concluded that the fourth-year medical students have demonstrated equal competence.
Summary
Sixty inpatients from a psychiatric ward, where senior medical students function as the sole primary physicians, were matched with 60 inpatients from two other wards in the same hospital who had been attended by psychiatric residents and certified psychiatrists. The problem-oriented medical record was used as a basis for treatment evaluation. Ratings by the patient at discharge, and the patient, a significant other and follow-up professional at three months, showed no significant difference in the treatment outcome between the two groups.
